DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
HEALTH CARE FINANCING ADMINISTRATION _ OMB NO. 0938-0193
TRANSMITTAL AND NOTICE OF APPROVAL OF | 1. TRANSMITTAL NUMBER: 2. STATE o
09-024 A

STATE PLAN MATERIAL

FOR: HEALTH CARE FINANCING ADMINISTRATION

T PROGRAM IDENTIFICATION: TITLE XIX OF THE
SOCIAL SECURITY ACT (MEDICAID)

TO: REGIONAL ADMINISTRATOR
HEALTH CARE FINANCING ADMINISTRATION
DEPARTMENT OF HEALTH AND HUMAN SERVICES

4 PROPOSED EEFECTIVE DATE
“Setoberd2080-  January 30, 2010

5. TYPE OF PLAN MATERIAL (Check One):

[_JNEW STATE PLAN

[T AMENDMENT TO BE CONSIDERED AS NEW PLAN

B AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment)

6. FEDERAL STATUTE/REGULATION CITATION:

b G R} By By B} A2 CER AT
42 CFR433

7. FEDERAL BUDGET IMPA(:*I“:@ f“" & FFY 2010 $61,538,514
o b FFY 2011 $53.867 432

~er PO HE-SGr it B ¢ EFY 2012 8§ 46,958,203
BN A G PP d, FFY 2013 § 49,958,203

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT.:

Ol

TSR AL oy 4

ufﬁplement 18 o Attachment 4.18-B, pages 1-7

&

9. ?;?\GEZ NUMBER OF THE SU?ERSEY}ED PLAN SECTION
OR ATTACHMENT (If Applicable):

None

10. SUBJECT OF AMENDMENT:

Supplemental Reimbursernent for Emergency Medical Transportation Services

11. GOVERNOR'S REVIEW (Check Ongj:
{"] GOVERNOR’S OFFICE REPORTED NO COMMENT
L] COMMENTS .OF GOVERNOR'S OFFICE ENCLOSED
I MO REPLY RECEIVED WITHIN 45.DAYS OF SUBMITTAL

OTHER, AS SPECIFIED:
The Governor’s Office does not -
wish to review the State Plan Amendment,

16, RETURN TO:

NGy ovmu

Department of Health Care Services
{43 ? Attn: State Plan Coordinator

Clhief Deputy Director

1501 Capitol Avenue, Suite 71.326
P.O. Box 997417

15. DATE SUBMITTED:

Sacramento, CA 95899-7417

FORM HCFA-179 (07-92)




